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Introduction
Health related quality of life is a concept denoting an individual's response to the physical, mental and social impact of disease on everyday life and the SF-36 health survey is a multipurpose, short-form health survey (1) . Quality of life encompasses numerous factors and dimensions. An individual's lifestyle is affected by his/her values, attitudes, habits and behaviors. Unhealthy behaviors are associated with lower quality of life. Smoking, poor physical activity, inappropriate nutrition, and stress are among such behaviors (2) . Modifying lifestyle may improve health related quality of life (3) . People who are not satisfied with their lifestyle need to decide for change and feel the necessity of improving their quality of life through modifications (4) . Satisfaction with lifestyle and health related quality of life may have a mutual impact on one another. If a person is unsatisfied with their lifestyle and cannot modify it, it will affect the mental health of themselves and their families, thus reducing quality of life. Alternatively, a person may attribute his poor quality of life to his own lifestyle and personal behaviors, and as they cannot change their behavior, their physical and mental health will suffer. This quality of life, influenced by different factors, is a major factor for use of healthcare services. In addition, quality of life creates a positive or negative attitude in using services and satisfaction with them (5) . Therefore, it is necessary to investigate the correlation between satisfaction with lifestyle and quality of life. Studies in Mazandaran province and elsewhere in Iran have indicated that many lifestyles in different classes are not healthy in terms of BMI, nutritional status, physical exercise, and tobacco or drug use, and require education and interventions (6) (7) (8) . Thus, here we evaluate the inclination for modifying behaviors and satisfaction with lifestyle and its relationship with quality of life in individuals aged above 40 years in Mazandaran province.
Materials and Methods
This is a cross-sectional study. Our study population consisted of all individuals aged above 40 years residing in urban and rural areas of Mazandaran. A total of 1225 individuals were randomly recruited for the study. As some questions in the questionnaires were unanswered, the total number of persons with quality of life scores presented in tables 1 and 2 is lower. Samples from each township were determined using stratified classification. In urban and rural areas, clustered randomization was performed, some clusters were selected, and for each household, an individual aged above 40 years was tasked with completing a SF-36 questionnaire and a questionnaire of satisfaction with lifestyle and inclination for modifying behavior and socioeconomic and demographic variables.
SF-36 is a standard questionnaire with 36 items in 8 scales. The reliability and validity of the questionnaire has been confirmed in different societies (1, 6, 9) . The scales include General Health (GH), Physical Health (PH), Role-Physical (RP), Role-Emotional (RE), Social Function (SF), Body Pain (BP), Vital Energy (VE), and Mental Health (MH). All Likert scales were scored from 0 to 100, with higher scores denoting better health. Once data were collected, they were analyzed on SPSS software using t-test and analysis of variance. People residing in cities were more satisfied with their lifestyle compared to those in rural area, and the difference was significant (p<0.001). We also observed a significant relationship between satisfaction with lifestyle and sex, as women were more frequently unsatisfied with their lifestyle. A significant relationship was found between satisfaction with lifestyle and being married. Similarly, the relationship between age and satisfaction with lifestyle was significant. Among the unsatisfied respondents, illiteracy was more common (p<0.001). Tobacco use was another variable in the three groups. A total of 595 individuals (80.3%) in the satisfied group did not smoke (19.7% were smokers). However, 70.9% of those in the unsatisfied or indifferent groups were nonsmokers (i.e. 29.1% were smokers), indicating a significant difference (p<0.001). Table 2 provides the mean health scores of the participants for 8 scales of the SF-36 questionnaire in the three groups. The mean value of all scales was significantly related to lifestyle (p<0.001). Those satisfied with their lifestyle scored better in all scales compared to those who were unsatisfied, and those indifferent about their lifestyle (making no comment) were between the two other groups in terms of quality of life scores. The same pattern is observed for all scales. Similarly, the Physical Component Summary (PCS) and Mental Component Summary (MCS) measures were different in the three groups (p<0.001). Table 3 demonstrates that the inclination to modify behavior is significantly related to satisfaction with lifestyle, although the types of behaviors they wish to change differ. Satisfied individuals have better quality of life tend to focus on exercise and nutrition, whereas those who were unsatisfied or indifferent showed interest in stress control alongside nutrition and exercise. The inclination to exercise, quit smoking, and control stress was significantly different among the three groups. 
Results

Discussion
According to the findings of our study, all scales of quality of life and the summary measures physical and mental components are related to satisfaction with lifestyle. Individuals unsatisfied with or indifferent towards their lifestyle had lower health scores. This has been previously indicated in several studies (3) (4) (5) . Another finding of our study is that people who were unsatisfied with or indifferent towards their lifestyle were inclined to different behavior modifications, most particularly quitting smoking, controlling stress and losing weight, which is consistent with many studies which indicated the relationship between smoking and quality of life (10) (11) (12) . A study by Martinez et al on Brazilian students suggested that all items of quality of life in SF-36 are lower in healthy students who smoked (lightly or heavily) compared to those who did not (10) . Tillmann et al in Scotland demonstrated significant differences in 5 out of 8 scales of between those who smoked and those who smoked for more than 5 years (11) . Similarly in our study, the quality of life was higher in nonsmokers, and the smokers mentioned that quitting smoking is one of the changes they would like to accomplish. Toobert et al reported the Mediterranean lifestyle with its low saturated fat diet to improve the quality of life (12) .
Those satisfied with their lifestyle have better quality of life, and among the different behavior they wish to modify, nutrition and exercise are the most important, which is in line with numerous studies which corroborate the relationship between nutrition and physical activity on quality of life (SF-36) (3, 4) . Jennifer et al conducted a cohort study in 1992 on 40098 women aged 46-71 years, indicating that their weight changes are related to items of SF-36, especially the physical items (13) . Chaoyang et al. clustered the habits of lifestyle and studied their relationship to quality of life in 16428 American patients.
They considered 0, 1, 2 and 3 multiple healthrelated habits including not smoking, physical exercise, and consuming 5 times or more fruit and vegetables, and demonstrated that increasing multiple behaviors will raise the mental and physical quality of life (3) . Other studies also confirm the relationship between an active lifestyle and quality of life (4) and between history of disease and quality of life (15) . In our study, participants who reported a history of disease had lower quality of life.
Therefore, better quality of life is associated with satisfaction with lifestyle, and the pattern of inclination towards modifying behavior tends towards nutrition and exercise. Dissatisfaction with lifestyle and low quality of life encourage behavior modification in tobacco use, weight changes and stress control. As we demonstrated the impact of age, sex, residence, history of disease, marital status, smoking, and education level on satisfaction with lifestyle and quality of life scores, we recommend the acquisition of necessary education in order to provide models for correct behavior so that it may improve healthrelated quality of life.
